Purpose of the study: Concerns about falls and related activity avoidance are common in older people. A multicomponent program reduced these concerns and increased daily activity among older people in a randomized controlled trial. This study explored whether the effects and acceptability of the program maintain after its implementation into home care organizations. Design and Methods: In a pretest-post-test study, the effects and acceptability of the 8-week cognitive behavioral program was evaluated in 125 community-living older adults. Data on concerns about falls, related avoidance behavior, falls, fall-related medical attention, feelings of loneliness and anxiety, and symptoms of depression were collected prior to the start of the program and at 2 and 4 months. Results: Pretest-post-test analyses showed significant improvements at 4 months for concerns about falls, activity avoidance, number of falls in the past 2 months, feelings of anxiety, and symptoms of depression. No significant differences were shown for daily activity, feelings of loneliness, and fallrelated medical attention. Implications: After implementation in home care organizations, the program reduced concerns about falls, avoidance behavior, and falls in community-living older adults.
, many strategies aimed at the prevention of falls have been evaluated and shown effective (Gillespie et al., 2009) .
In addition to the physical consequences, falls can have a psychosocial impact on older people's well-being, for example, due to concerns about falls. Among community-living older adults about half report concerns about falls, also called fear of falling (Cumming, Salkeld, Thomas, & Szonyi, 2000; Fletcher & Hirdes, 2004; Howland et al., 1998; Yardley & Smith, 2002; Zijlstra et al., 2007) , and about 40% report activity avoidance due to these concerns (Howland et al., , 1993 Tinetti, Speechley, & Ginter, 1988; Wilson et al., 2005; Zijlstra et al., 2007) . Fear of falling leading to an unnecessary restriction in activities can lead to preventable consequences, such as depressive symptoms, decreased physical and social functioning, and falls (Brouwer, Musselman, & Culham, 2004; Delbaere, Crombez, Vanderstraeten, Willems, & Cambier, 2004; Murphy, Williams, & Gill, 2002) . Fall prevention programs should thus also focus on reducing fear of falling and increasing physical and/or social activities without resulting in new falls (Andresen et al., 2006; Zijlstra, 2007) . As supported by previous research (Delbaere, Close, Brodaty, Sachdev, & Lord, 2010; Tennstedt et al., 1998; Zijlstra et al., 2009) , this warrants programs that focus on realistic and adaptive views on fear of falling, activities, and fall risk, that is, a view where perceived fall risk for a given activity matches the actual fall risk. However, worldwide such programs are scarce and very little attention has been paid to their implementation into clinical practice or public health organizations.
An effective program that showed a successful, widespread implementation in the United States is the American cognitive behavioral intervention called "A Matter of Balance" (AMB; Tennstedt et al., 1998) . Compliers with this program improve their falls self-efficacy, a concept related to fear of falling, and mobility on the short-and long term. Based on the promising results, AMB was translated and tailored to the Dutch setting ("A Matter of Balance-Netherlands"; AMB-NL) and extensively evaluated regarding feasibility and effectiveness in community-living older adults in the Netherlands Zijlstra et al., 2009; Zijlstra, van Haastregt, van Eijk, & Kempen, 2005) . The trial cross-validated the findings in the United States in the new, Dutch setting. Participants and facilitators considered the program feasible and the majority of the participants benefited from the program . Moreover, positive program effects were shown for concerns about falls, activity avoidance, and daily activity directly after the program, on these outcomes and perceived control over falling at 6 months later, and on concerns about falls and perceived control over falling at 12 months after the program (Zijlstra et al., , 2011 . The program also showed favorable effects on more distant outcomes like disability, symptoms of depression, feelings of anxiety, and recurrent falls (Zijlstra, 2007) . Consequently, implementation of the program in public health care in the Netherlands was recommended Zijlstra et al., 2009 ).
The implementation project was conducted between 2008 and 2011 and aimed to implement the program in home care organizations in the Netherlands via the Trimbos Institute, which is a national center of expertise on mental health and addiction (www.trimbos. nl). The implementation strategy was based on a framework for implementing health care interventions (Kilbourne, Neumann, Pincus, Bauer, & Stall, 2007) . Phase 1 of the project served to optimize the program materials (i.e., simplifying texts, improving general lay-out, etc.), to develop an outline for an intake interview for participants (i.e., to determine the participant's eligibility and need for transportation to the program, and to closely inform the participant about the program), and to develop a training for program facilitators. Phase 2 included a pilot implementation to pilot test all materials and procedures within three home care organizations in three provinces in the Netherlands (Groningen, Gelderland, and Limburg). Phase 3 consisted of the actual implementation of the program. Alongside this implementation an evaluation study was performed to determine whether the program's effects as obtained in the randomized controlled trial are maintained after the program's implementation into practice (i.e., into a less controlled situation). In the final phase, Phase 4, maintenance of the program was the central point, for example, by searching for financial support.
This paper reports on the effect and process evaluation of the implementation study on participant level (results of Phase 3). The effect evaluation includes the program effects on, among others, concerns about falls, related avoidance behavior, and number of falls. The process evaluation includes the participant's opinion regarding various aspects of the program.
Design and Methods

Study Design
Between April 2009 and April 2011 we performed a one-group pretest-post-test study to evaluate the cognitive behavioral program among communityliving older adults. The study comprised an effect evaluation and a process evaluation. Assessments for the effect evaluation were carried out at baseline and at 2 and 4 months after baseline, that is, prior to the start of the program, directly after the program, and after the program's booster session. Assessments for the process evaluation took place at 2 and 4 months after baseline. The self-reported data were collected via written questionnaires. Participants provided written informed consent; ethical approval of the study protocol was not required according to Dutch guidelines for human research (www.ccmo-online.nl).
Study Population
During the implementation phase 10 organizations participated in the evaluation study. The home care organizations were responsible for the recruitment of participants. For this purpose home care employees distributed flyers and promoted the study during home visits in which they provided care to older adults. Older adults who showed interest in the program were informed about the program during an intake interview by telephone or at their home. Moreover, several criteria to determine the program's suitability for the older adult were discussed, that is, that the program is aimed at older adults who are concerned about falls and avoid activity due to these concerns, who live independently or in an old people's home, who are 70 years of age or older, and who are able to walk short distances (with or without a walking aid). It was also addressed that the program is less suitable for people with a cognitive impairment, a hearing problem, a visual impairment, or people who are unable to speak and/or read the Dutch language. If the program seemed less suitable but the older adult still expressed a clear interest in participating, the criteria were reviewed and solutions were sought to enable participation, for example, people with a hearing impairment were advised to sit close to the facilitator of the program during the sessions.
Program
The program AMB-NL, in Dutch "Zicht op Evenwicht" (www.zichtopevenwicht.nl; www.trimbos.nl), is a cognitive behavioral program for older adults who are concerned about falls and avoid activities due to these concerns. The program aims to increase one's feelings of efficacy and control to reduce excessive levels of concerns about falls and activity avoidance. Participants learn to realistically interpret and integrate concerns about falls in their activities of daily life (Zijlstra, Tennstedt, van Haastregt, van Eijk, & Kempen, 2006; Zijlstra et al., 2009 ). The program consists of 8 weekly group sessions of 2 hr and one booster session to review the program and exchange experiences 2 months later. The sessions are led by nurses with higher vocational training who are employed at the participating home care organizations. The program groups usually comprise about 8-10 participants and were held at local community centers.
The themes of the eight sessions are (a) introduction to the program, (b) exploring thoughts and concerns about falls, (c) exercise and fall prevention, (d) assertiveness and fall prevention, (e) managing concerns about falls, (f) recognizing fall-ty habits, (g) recognizing fall hazards, and (h) safe behavior (Zijlstra et al., 2006 . During the program participants learn to turn their maladaptive thoughts regarding falls and concerns about falls into adaptive thoughts, set realistic goals regarding taking up activities, and receive suggestions to improve the safety of their surroundings. Additionally, the importance of physical activity is discussed and from the third session low-intensity physical exercises are performed using a resistance band. At the end of each session participants are encouraged to perform the exercises at home and they receive simple assignments related to the session. Several materials are used to support the program, for example, the program manual for facilitators, a workbook for participants, presentations in PowerPoint, and a DVD on concerns about falls (www.zichtopevenwicht.nl provides an overview of all materials). Program costs varied per home care organization. On average the participants paid €35 (range 15-66) to enter the program.
Measures
Effect Evaluation.-The outcomes of the effect evaluation were derived from the randomized controlled trial (Zijlstra et al., 2005) and included concerns about falls, related activity avoidance, the number of falls, the number of times fallrelated medical attention was required, daily activity, feelings of anxiety, symptoms of depression, and feelings of loneliness. Concerns about falls was assessed by the question "Are you concerned about falling?" and related activity avoidance by the question "Do you avoid certain activities due to concerns about falls?" (1 = never to 5 = very often). Participants reporting "regularly," "often," or "very often" were regarded as concerned about falls or avoiding activity, respectively. With the questions "How often have you fallen in the past 2 months?" and "How often have you received medical attention from a medical doctor due to a fall?" falls data were collected. For both questions the answers were categorized into "never," "once," and "more than once." Concerns about falls was also assessed with the short version of the Falls Efficacy Scale International (Short FES-I), which measures concerns about falls while performing seven activities, for example, going up or down the stairs and going out to a social event (1 = not at all concerned and 4 = very concerned; Kempen et al., 2008) . Daily activities were retrospectively assessed using the 15-item Frenchay Activities Index. For each activity (e.g., preparing main meals), participants indicated the frequency in which they performed the activity on a scale from 1 to 4 (low to high frequency; Holbrook & Skilbeck, 1983) . Feelings of anxiety and symptoms of depression were assessed with the "anxiety" and "depression" subscales of the Hospital Anxiety and Depression scale (HADS-A and HADS-D, respectively). The sum score for each subscale ranges from 0 to 21 and higher scores indicate poorer functioning (Bjelland, Dahl, Haug, & Neckelmann, 2002) . Feelings of loneliness were assessed with the question "During the past 4 weeks, how often did you feel lonely?" (1 = continuously and 5 = never; Zijlstra et al., 2005) .
Process Evaluation.-The process evaluation assessed the participant's opinion on various program aspects. First, the evaluation addressed the program in general. Participants indicated an overall opinion on the program (report mark; range 0-10; higher scores indicate a positive opinion), the experienced program benefits (1 = much benefit to 4 = no benefit), and an opinion regarding the performance of the program facilitator (1 = very good to 4 = poor). Next, the participant's compliance with the physical exercises and assignments was assessed. Participants indicated how often they performed the physical exercises at home (1 = never to 5 = at least 3 times a week) and the additional assignments (1 = always to 5 = never). Lastly, in two open-ended questions participants may state which program parts they consider beneficial and which parts they consider not beneficial.
Participant's Characteristics.-Prior to the start of the program the following characteristics were assessed: age, gender, living situation, and educational level (Zijlstra et al., 2005) .
Data Analyses
Descriptive analyses were performed to gain insight into the population's characteristics and outcomes. Friedman's test and Repeated Measures analysis of variance (ANOVA) were performed to study the program effects on the ordinal and continuous outcomes, respectively, over time. Additionally, baseline data were compared with the data at each time point (2 and 4 months) with the Wilcoxon signed-rank test (ordinal data) and the paired t test (continuous data). Values of p < .05 were considered statistically significant. The analyses were performed with SPSS version 19.0 (IBM SPSS Statistics, NY).
Results
Study Population
Between October 2009 and April 2011 the cognitive behavioral program was conducted 16 times by 10 home care organizations. Of the 150 initial participants, 25 participants withdrew (12 withdrew before the start of the program) and did not participate in all assessments. Reasons for withdrawal were physical problems (n = 5), no longer interested (n = 4), considered the program not suitable (n = 2), cognitive problems (n = 2), and a range of other reasons, including surgery, car accident, program's location, and weather conditions (n = 12).
In total 125 participants (83.3%) participated in the study and data were collected at baseline, and at 2 and 4 months from 125, 123, and 121 participants, respectively. Participants' characteristics are presented in Table 1 . Not all participants met the criteria for whom the program was suitable, for example, 30 participants were (almost) never concerned about falls (Table 2) and eight participants were younger than 70 years. Nevertheless, prior to enrollment these participants considered the program suitable for themselves, for example, due to recent falls. Table 2 shows the distribution of the data on the one-item outcomes at baseline and at followup. Generally, the levels of concerns about falls and activity avoidance decreased after the program as did the number of falls and fall-related medical attention. Data on loneliness are less clear. Compared with baseline less adults report feeling lonely "sometimes" at follow-up. Yet, given the observed increase in the categories reflecting less loneliness (i.e., "seldom" and "never") as well as more loneliness (i.e., "continuously" and "often"), the intervention effects showed mixed effects.
Effect Evaluation
In Table 3 , the program outcomes of the effect evaluation are presented over time (columns 3, 4, and 5) and per time point (columns 6 and 7). Over time the 8-week program significantly reduced the concerns about falls (on the one-item question and the Short FES-I scale), activity avoidance, feelings of anxiety, and symptoms of depression. There was no effect over time on falls, fall-related medical attention, feelings of loneliness, and daily activity. Analyzing the data per time point, the program effects correspond to these findings over time except for activity avoidance and falls. The reduction in activity avoidance was statistically significant at 4 months, but not directly after the program at 2 months. For falls significant program effects were observed at both time points. Table 4 shows the outcomes of the process evaluation. The participants' overall opinion on the program was reflected in a report mark of 8.0 (range 3-10) directly after the program and 7.9 (range 3-10) at 4 months after baseline. Directly after the program nearly two thirds of the participants (63.1%) reported substantial program benefits ("much benefit" plus "quite a lot of benefit"); 2 months later this percentage had decreased slightly to 56.3%. The majority of the participants held a favorable opinion on the facilitator's performance at both time points. Regarding the physical exercises, directly after the program 59.1% of the participants indicated they performed them at least twice a week; this percentage decreased to 47.0% at 4 months. Lastly, 81.5% of the participants reported that they did their assignments usually or always.
Process Evaluation
A total of 110 participants answered the openended question on the beneficial parts of the program. Forty-eight participants (43.6%) mentioned the physical exercises and almost one third (29.1%) the conversations with other participants and the facilitator. The open-ended question on nonbeneficial parts was answered by 80 participants. Thirteen participants (16.3%) indicated that much of the program information was known and 12 participants (15.0%) indicated the physical exercises as nonbeneficial. Yet, 6 out of these 12 were not able to perform the exercises due to physical problems.
Discussion
Despite the relevance of evidence-based practice for public health, a gap between available evidence and daily practice is observed in health care in general (Grol & Grimshaw, 2003) . Unfortunately, this is not different for fall prevention strategies. The dissemination and implementation of effective fall prevention programs has been noted as low (Campbell & Robertson, 2006) , but the need for an increased focus on dissemination, implementation, and evaluation in practice of such programs to validate previous research findings has gained attention (Fixsen, Scott, Blase, Naoom, & Wagar, 2011; Lord, Sherrington, Cameron, & Close, 2011) . In the current implementation evaluation study an evidence-based program to manage concerns about falls and related activity avoidance was implemented into practice. Participant outcomes regarding the program effects and acceptability were highly consistent with previous findings in a controlled setting, indicating a successful program implementation and warranting its continuance in Dutch health care. During the study the evidence-based cognitive behavioral program was implemented in 10 home care organizations and 125 community-living older adults participated in the pretest-post-test study. Despite that people with little or no concerns about falls (24.0%) and related activity avoidance (37.6%) were also included, on average participants reported reduced concerns about falls, activity avoidance, number of falls, feelings of anxiety, and symptoms of depression after the program. Although the change in pretest-post-test scores does not seem substantial, scores in the Dutch trial were similar and showed small to moderate in effect size when compared with the usual care control group who received no intervention ). In the current pretest-post-test study no improvements were observed for fall-related medical attention, feelings of loneliness, and daily activity. Overall, these findings correspond to the data of the previously performed randomized controlled trial, which were collected directly after the program and at 8 months (Zijlstra, 2007; Zijlstra et al., 2009) . The findings differ for daily activity, where effects were shown until 8 months in the trial, but the program participants in the current pretest-post-test study showed no improvement at follow-up despite less avoidance of activity due to concerns about falls over time. Moreover, in the trial a decline in recurrent falls was observed during the follow-up period of 14 months but not at direct and 6-month follow-up (Zijlstra, 2007; Zijlstra et al., 2009 ); yet, in the current study significant differences in the number of falls were observed at each follow-up. Particularly the number of adults reporting multiple falls, that is, recurrent falls, decreased over time. Noteworthy is that the program effects on concerns about falls, activity avoidance, and falls as seen in the current study are also largely consistent with those in implementation evaluation studies in the United States (Healy et al., 2008; Ory et al., 2010) . All in all, these findings strengthen the evidence on the program's success to facilitate realistic and adaptive views on fear of falling, activities, and fall risk in older adults.
Findings of the process evaluation were also comparable to those of the trial, or even slightly better . In both studies, participants held a positive opinion regarding the program and the facilitators, and the majority of the participants benefited from the program. Additionally, in both studies about 60% of the participants carried out the physical exercises at least twice a week but compliance to the exercises decreased over time. With respect to compliance to the homework assignments and dropout of participants, the current study showed better outcomes: 82% of the pretest-post-test study participants performed the assignments versus 75% of the trial participants (van Haastregt et al., 2007) and dropout in the current study was 7% versus 42% in the trial . Regarding the latter, replacing the written intake procedure with a personal intake interview likely contributed to the uptake (Yardley et al., 2006) and an improved match between the participants and the program in practice. Additionally, the fee paid to enter the program may have been an indication of interest and motivation for the program, leading to a selection of people eager to attend and complete the program.
This study is subject to several limitations. First, factors other than the program may have contributed to the effects as our study design included no control group. Yet, the program effects based on the within-subject comparisons of this study were similar to the effects observed in previous studies in the Netherlands and the United States (Healy et al., 2008; Ory et al., 2010; Tennstedt et al., 1998; Zijlstra et al., 2009 Zijlstra et al., , 2010 , which may justify attributing the effects to the program. Second, measurements in the current study were limited to two follow-up assessments closely following the program. Although long-term effects were not studied, the positive program effects at 4 months may be an indication of beneficial outcomes over a longer period of time as observed in the trial. Third, participants may have provided socially desirable answers, particularly in the process evaluation. We tried to minimize this by using written questionnaires, and by informing participants about the confidential handling of the questionnaires by the researchers. Lastly, given time and financial constraints our evaluation of the implementation focused solely on participant outcomes to validate the research findings from the randomized trial in daily practice. We acknowledge that aspects such as fidelity, long-term sustainability of the program, and its cost-effectiveness, which were not assessed, are also important. Data on program effects with respects the use of health care and costs were assessed in the Dutch trial ) but detailed findings are not published yet. To reduce program costs lay volunteer leaders were used in the dissemination of the program in the United States (Healy et al., 2008) . If the program's fidelity (i.e., implementation of the program as planned) can be maintained and suitable volunteers can be recruited, this approach may also be of interest for the further dissemination of the program. Evaluation of the dissemination and implementation of effective programs are underexplored areas in the prevention of falls and fear of falling. However, our study showed that in a relatively short time 10 different home care organizations in the Netherlands adopted the program as part of their regular care, recruited participants, and had nurses trained in the program. Besides the positive outcomes on participant level, these findings evidently confirm the success of the program in practice. To pinpoint the specific factors underlying this success is difficult, but in our opinion the continuous monitoring of at least two aspects during the full trajectory of the development, scientific evaluation and implementation of the program contributed significantly: (a) the program and its development and (b) involvement of stakeholders. Regarding the program, its appropriateness and feasibility was critically and systematically assessed during various phases (i.e., during the pilot study in 2002 [Zijlstra et al., 2006] , the randomized controlled trial in 2003 , and the implementation evaluation study in [2009] [2010] [2011] . Attention was paid to features such as the content and materials (including the manual), the relative advantage, compatibility, complexity, and feasibility of the program, as well as to the characteristics of the participants, facilitators, and executive organizations. Foreseen and identified barriers were tackled. For example, from the first phase on we recruited and trained "regular nurses" from home care organizations as facilitators of the program because outside a research setting highly skilled nurses or other (academic) professionals may not always be available (e.g., due to the shortage of highly skilled staff or the costs involved). Other examples are organizing the program in the neighborhoods where participants reside (Zijlstra et al., 2006) , simplifying the program's homework assignments (after the pilot study; Zijlstra et al., 2006) , and replacing the written intake procedure with an interview intake procedure (after the trial; van . Regarding the stakeholders, during the various phases different stakeholders, for example, participants, facilitators, executive organizations, and experts (among others those in gerontology, geriatrics, nursing, physical therapy, behavioral change, and implementation science) were actively involved in the program development and the designs for evaluation, implementation, and dissemination of the program. This likely contributed to the fit of the program in view of those who receive or deliver the program, but also to the approval and support from the different stakeholders, which is important for the program's adoption and acceptability. Reviewing these studies and the evolution of the program and the studies, we conclude that the applied strategies largely fit with proposed strategies for development and implementation of (complex) interventions (e.g., the Medical Research Council and Reach Effectiveness Adoption Implementation Maintenance framework [Campbell et al., 2000; Glasgow, Vogt, & Boles, 1999] ) and with models for implementation and dissemination of interventions in health care (Greenhalgh, Robert, Bate, Macfarlane, & Kyriakidou, 2005; Grol & Wensing, 2005; Kilbourne et al., 2007) . As a result, we strongly recommend the application of such frameworks and models in future studies aimed at program development and evaluation and the implementation and dissemination of effective programs in health care in general, but also in the prevention of falls and fear of falling.
Conclusion
This pretest-post-test study showed that the cognitive behavioral group program as implemented in home care organizations in the Netherlands can be successfully applied in regular care. The program reduced concerns about falls and avoidance of activity among participants and was positively appraised. These results reflect the outcomes of a previously performed randomized controlled trial and thus indicate that the program is not only effective in an experimental setting but also in regular, daily practice.
Given the prevalence and adverse consequences of concerns about falls including related activity avoidance and the favorable program effects, we recommend the structural, permanent embedment of this program in public health care in the Netherlands. The program offers home care organizations the opportunity to contribute to the wellbeing of community-living older adults. In addition to the contribution of our program, our stepped approach that included precise practice-based program development, thorough program evaluation (in both an experimental setting and in practice), and large scale methodical program implementation may serve as an example for health care professionals, policy makers, and researchers and may thus indirectly contribute to new effective, evidence-based health care programs.
